7. ' CONFIDENTIAL
(¥hen Filled In)
THE COMEe oo e S e -
HE CQ ]
AND IS NOT AN ACKNOWLEDGEMENT OF GOVERNMENT EMPLOYEES HEALTH ASSOCIATION CLAIM
LIABILITY OR WAIVER OF ANY RIGHT.
SECTION | SUBSCRIBER'S CLAIM AND CERTIFICATION
o 1. FULL NAME OF EMPLOYEE (Sub:lcriber) - 2. NAME (ZFf clalm for dependent)
r Mario K.Giordano {f) : -

8§, DATE INJURED OR BEGINNING OF SICKNESS TIME

7 June 1963 A J IS

6. INDICATE NATURE OF INJURY OR SICKNESS

Anemia, arthritis, low blood pressure

7. REASON FOR DIAGNOSTIC TESTS (X-rays, laboratory tests, etc.)

To find the source of the .

B. IF AN INJURY, STATE WHEN. WHERE AND HOW 1T OCCURRED (State whother sickness or injury occurred on job)

9. ARE YOU OR ANY MEMBER OF YOUR FAMILY COVERED UNDER ANY PLAN OR PLANS OTHER THAN GEHA FOR WHICH PAYROLL DEDUCTIONS
ARE MADE., OR FOR WHICH AN EMPLOYER MAKES A CONTRIBUTION IN WHOLE OR IN PART, OR UNDER FEDERAL, STATE. OR OTHER
GOVERNMENTAL PROGRAM WHICH PROVIDES BENEFITS FOR THIS [LLNESS OR ACCIDENT? D YES ﬂNO

10, IF YES. GIVE NAME AND ADDRESS OF INSURANCE COMPANY OR OTHER ORGANIZATION PROVIDING SUCH COVERAGE AND AMOUNT THE
OTHER INSURANCE COMPANY HAS PAID OR WILL PAY ON THIS CLAIM. :

11. DATE 12, | CERTIFY THAT THE ABOVE STATEMENTS ARE TRUE
24 December 1965
7
£ /
(1 T Foghreove N

13, ADORESS (Street and No.) (City or town) (State)

/_'.

PLEASE ATTACH ITEMIZED BILLS
INSTRUCTIONS FOR DISPOSITION OF CHECK

SECTION 11
o

V7 , CHECK WILL =- g mem memmnw ALY OR BY AN AUTHORIZED |CALL EXT, 7 //77’/////%
i 4 - . _ /,/ ,////A
% WZ o remsox (% 4205 .
/////%75’//%//// ROOM NO, BUILD ING £XT.

y///,,// /;/;';,f/',/‘,, A 2 CHECK 15 TO BE SENT VIA INTRA:OFFICE MAIL .

|

SECTION 111 REMARKS

;?5:'; 1618 .l;::':::::ous CONF!DENTIAL [.M.f';f:‘.'.','.,.. 4

downgroding ond decl on

OECLASSIFIED AND RELEASED BY
CENTRAL INTELLIGENCE AGENCY
SOURCESMETHODSEXEMPT ION 3828

NAZIWAR CRIMESDISCLOSURE ACT.
DATE 2008
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~ MEDICAL EXPENSE RECORD FOR SUBM!SSION OF CLAIH

(Mojor Medl:ol Only)

GIORDANO_(

NAME OF PERSON FOR WHOM EXPENSES WERE INOUI’\RED RELATIONSHIP
. Mario K. : ’

HAME OF INSURED

Stune

::) ;

DATE OF BIRTH -

.l1 S"bt 1904

IMPORTANT -

AN ITEMIZED BILL OR RECEIPT MUST BE ATTACHED TO THIS FORM rOR EACH |TEM OF EX- l
PENSE FOR WHICH CLAIM 1S MADE. All bills or receipts should inciude (1) name of patient, (2) the nature-of illnass
or injury, (3) type of service, (4) description of sucgery performed, (5) dote(s) sew:co was rendered, (6) cmoiint charch,
nnd (7), if drugs, 'ho prescription number cmd phuvmccy . ) N

" NATURE OF ILLNESS -

e e
" TYPE SERVICE & BY WHOM GIVEN "~ - ste Chorges,

lncuvn;d - ';‘lTOT.AL> .

From -

See CICRDANO'S itemized sccount dttached

Yo - .1 CHARGE.--

A SERARATE FORM MUST BE SUBMITTED FOR EACH PERSQN COVERED

GRAND'
TOTAL

[oRM 1873




Year: 1965 Name: Msrio K.Ciordano

s

Amt ,Paid Balance
Paid tos Paid for pate incurred Cost |by Basic Eligible for
Illness i Type of Service. From To. Plan Major Medical
Argyle Pharmacy | Anemia & Drug #313176,Tylenocl 6/7 Goom - 6.00
arthritis
Casualty Hospital! " Room for three days 6/29-7/1 6%e~e | 604e- | F
" " " Pharmacy s : L 10.15 | 10.15 -
" " " Sterile trays a* noow 10,e= | 10¢-- -
" " " . X-Tays #** " " 3 65,== -
" " » Laboratory tests etc. w¥ oo 32,00 | 324e- -
" " " REGC ww " " 134-~ 15¢== -
Taxi " To and from hospital LU ! o=~ 3e-- -
Dr.Rantsoo " Treatwent in Hospital woow 4240 | 42,«- -
Dr.Hantsoo " CBC in Casualty Mospitaly | 7/2638/17310/19, 18,-~ | 18,== -
T‘,“ ' "y " ” “to”tﬂ. " [1] " 9. - 9‘-- -
Dr.Hantsoo " 28 Office vigits & injec- /7 to 12/23 15342 - 153.--
tions .
Taxies " 3 times to Dr.W's Office 17-6/57 (3x3) F - Geu-
Taxis & buses : " 25 times * " " 7/6-12/23 (1.3%28) 37.50 - 37.50
Totale? 478.653264.15; 214,50
i .

*3 Out-patient care.

**3; Hospital extras,all together § 132.15.

e A AL AN TR I AR 1101 Y 1T P s AT

24 December 1965.
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